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. WRITE PLAINLY-—USING .UNI'ADING BLACK INE--MAEKE A PERMANENT RECORD o

THE DIVISIOMN OF FRALIF UF MIJAJURL
FLED JUN 19 1957 STANDARD CERTIFICATE OF DEATH

vec. o157, wo. L AT erimany nes. orsv. w0 39 L7 riginrers e

,.26.6

'BIRTHNO.____________ REG. DIST. NO. ¢ #N) __ PRIMARY REG. DIST. MO. M C P/ | Registrar's No,co it M. e
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare decossed lived. If institution: residence befora
a. COUNTY a. STATE. . - . ' b, COUNTY nd;zi:m.
Newton Missouri Dallas
b. CITY (It outside corpurnts limits, write RURAL and glve ¢, LENGTH OF c. Cg;{ (If outelde corporate limits, write RURAL and pive towaship)
(-
TowN  Neosho Dav TOWN Bural n.Br"a)v
d. FULL NAME OF (If not in hospdtal or Inatitution, give streot address or locatlon) d. STREET - (U rural, give location) i
HOSPITAL OR . ADDRESS -
INSTITUTION Hospital Buffalo
1”3, NAME OF a. (First) b. {Middle) o, (Laat) . 4. DATE - (Month) (Dey) (Year)
DECEASED
(Type or Print) ALPHA ELLEN McKEE | DEATH May 31, 1957
5. SEX [ 6. COLOR OR RACE | 7. MARRIED, NE\\{SECEBRRIE;J‘J 8. DATE OF BIRTH 1 9. AGEh-(;lhl;:;)“' LT m:sl IDI'H.I ; [ n;”u:.
. on .
Female ' |White MEPHES Bf @t Net. 1, 1895 &1 [ > [
10a. USUAL OCCUPATION kind of 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE : s 12. CITt
mdmgsnd-_uu?uu(g:wuum: DUSTRY : (City and Seasts or Foreign Country) () COUN%EP‘;?OFWHAT
Housewife Tildon  Missnnri 1194
tlaa. FATHER™ S NAME 13b. MOTHER'S MATDEN NAME 14, NAME OF HUSBAND OR WIFE
John Lemons Marv Jane Xelle- | Harvey
15. WAS DECEA\SED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY 17. INFORMANT S SIGNATURE OR NAME ADDRESS
{Yes. 0o, or unknown) | (If yes, xive war or dates of sorvics)
N6 | 400~ 05-372 Victor McKee Neogho, Missouri

18. CAUSE OF DEATH
. Enter only onscause pér
tine for (a}, (b), and (o)

*This does not mean
the mode of dying, such
af heart follure, asthenia,
ee. It means the dis-
ease, infury, or complice-
tion which caused death.

1. DISEASE OR CONDITIO

ANTECEDENT CAUSES

rize to the above couse (o} slal
the underlying cauae last.

Mortid conditions, if cny gimg DUE TO (b)

MEDI ERTIFICATION
. N
DIRECTLY LEADING TO DEATH® 4 é At ,Qr\_-._a( MM

DUE TO {c)

INTERVAL m
ONSETMIDE
r

Co (oics’

II. OTHER SIGNIFICANT CONDITIONS . . oot

Conditions contribuling to the death but Dot
related to the discase or condition cauring death

19a. DATE OF OPERA-
. TICN

196, MAJOR FINDINGS OF OPERATION

20. AUTOPSY? _L-

332X wlw
21a. ACCIDENT (Bpecily) 21b. PLACEOF INJURY (es.. noraboms | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE) .
SUICIDE hame, larm, factory, sreet, office bldg., 0.} , .
HOMICIDE . : . :
21d. TIME (Maoth) (Day: (Year) (Hoar) 21e. INJURY OCCURRED | 211, HOW D[D INJURY OCCUR?
F ’ . WHILEAT[—] ROT WHILE
[NJURY o | “work AT WORK

2] hercby certify lhat I aumded st_he

1ed from
N7 land thai death occurred af

5. 3o

wﬁ o X -3/ wi’,? that I last saw the deceased

m., from the couses and on the dal.'e stated above,

”‘@W itz TIRT

}BbADRN/é z

23c. DATE SIGNED

S-3/<57

CREMA- | 24b. DATE zyume OF CEMETERY OR CREMATORY | 24d. LOCATION (Glty, town, or comty) (state)
ul mova 5-31-57 ) 1Buffalo, Missouri
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE 25 POMEJAL DIRRCTOR'S SIGNATURE "~ ADDRESS
REG . .
JF/ -7 7l cre & @-WM Neosho, Missouri
(Licensed Embalmec’s Sta Reverse 3




1

RECEIVED

District Health Officer NO.M

Digtriet Pile Humber_ __ L2 7=/ um.
Date Filed o Jhmeif-105Fcmmmmcnttitt

. c e et | - Q-’
- - - e _’g
" S . N
B PR

e - . .

A ——————— wm—

. 1
STATEMENT BY LICENSED EMBALMER

[ hereby cértiiy that the body whose name is recorded on the reverse side of this certificate was embalmed by me, 0f by oo

..... . —— Studont Embaimer Mo,

vorking under my personal supervision, . - ny

S5tudent cursraresses B T T R - Signed......
Student Enbalnor ) )

ensed Embalmer No

P. O. AddressM,_M B e

-Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fnlure to comply with
the above constitutes grounds for revocation of license,) ’

If this body is not embalmed, fact should be so stated above. : Y -




